Unusual clinical course Background:
Background
Cryptococcus neoformans (C. neoformans) infection, termed cryptococcosis, is one of the most common opportunistic infections in people infected with human immunodeficiency virus (HIV) with very low CD4 T lymphocyte counts. C. neoformans usually infects the central nervous system (CNS) and/or lungs [1, 2] . Here, we report a case of disseminated cryptococcosis, including subacute meningitis, atypical pulmonary infection, and cutaneous cryptococcosis, but only skin lesion served as the chief complaint.
Case Report
A 52-year-old man complained of a 1-month history of a skin lesion on the forehead and a 1-week history of fever. One month ago, he initially found a fluid-filled blister about 5 cm×1.5 cm in diameter on his forehead skin ( Figure 1A ). One week later, the blister began to self-rupture and formed a skin ulcer with a cover of white pus moss. Another week later, the patient began to complain of an irregular fever with an axillary highest temperature of approximately 38.5°C, and the fever persisted 1 week. The patient complained of mild malaise, but had not chest tightness, dry cough, or exertional dyspnea. During the development of this case, he did not complain of neuropsychiatric symptoms or signs such as dizziness, headache, neck stiffness, photophobia, lethargy, altered mentation, personality changes, or memory loss. His past medical history included a 7-year history of hypertensive disease and a 5-year history of diabetes mellitus. Further, he had a 32-year history of sexual contact with men. On admission, except for the forehead skin ulcer, a physical examination did not reveal rales in his lungs or any positive sign in his CNS. Laboratory tests revealed that the patient was positive for serum anti-neoformans antigen and anti-HIV antibody with enzyme-linked immunosorbent assay (ELISA). Further Western blot analysis test confirmed his HIV infection. CD4 cell counts were 22 cells/μL. The results of laboratory tests taken on admission are shown in Table 1 . Local skin biopsy was performed and the histology revealed Cryptococcus neoformans yeasts with clear mucoid capsule, admixed with aggregates of foamy histocytes ( Figure 1B commonly presents as a subacute meningitis or meningoencephalitis, patients conventionally undergo lumbar puncture to collect cerebrospinal fluid (CSF) for testing, even if there are no neurological manifestations. Although the CSF pressure and cell count were normal, the positive anti-cryptococcal antigen and light India ink staining in CSF confirmed C. neoformans infection in the CNS ( Figure 1C ), but brain magnetic resonance imaging (MRI) did not reveal any local foci in the cerebral parenchyma. Furthermore, a thoracic CT scan presented with bilateral ground glass opacities (GGO) and focal consolidation, with 1 thin-walled cavity located in each lung (severe in the right lung) (Figure 2A , 2E, 2I, 2M). Therefore, the patient was suspected to have Pneumocystis pneumonia (PCP) and bronchoalveolar lavage (BAL) was performed ( Figure 1D ). C. neoformans growth was found in BAL fluid fungi culture, but BALF Pneumocystis immunofluorescent staining was negative ( Table 1) .
The patient first received 3 weeks of induction therapy for disseminated cryptococcosis, including amphotericin B formulation at a dose of 0.7 mg/kg daily and fluconazole 800 mg daily. Simultaneously, he received 21 days of trimethoprimsulfamethoxazole (2800 mg/960 mg per day) anti-Pneumocystis therapy because negative BALF Pneumocystis immunofluorescent stain did not completely exclude PCP. Then, the A case of cryptococcosispatient received 8 weeks of consolidation therapy with fluconazole 800 mg daily and 12 months of long-term maintenance therapy with fluconazole 800 mg daily. Two weeks after the end of induction therapy, the patient began to receive combined antiretroviral therapy, including tenofovir, lamivudine, and efavirenz. After 2 weeks of treatment, the patient presented the skin lesion and pulmonary GGO improvement ( Figures 1A, 1E , 1F, 2A-2P), and a negative CSF culture after repeat lumbar puncture, but the 2 pulmonary cavities seemed not to change (Figure 2A-2P ).
Discussion
Although any organ of the body can be involved, C. neoformans most commonly infects the CNS and presents as meningitis or meningoencephalitis in HIV-infected patients [3, 4] . The incidence of cryptococcal meningitis ranges from 0.04% to 12% per year among HIV-infected persons, and Sub-Saharan Africa has the highest yearly burden, with two-thirds of patients dead within 3 months after infection [5] . Fever, malaise, and headache are most common symptoms of C. neoformans meningitis and meningoencephalitis [6] . Only one-third of patients experience meningeal symptoms and signs, and encephalopathic symptoms usually result from increased intracranial pressure [7, 8] . In this case, although cryptococcal meningitis was confirmed with positive anti-cryptococcal antigen and light India ink staining in CSF, the patient did not present any neurological symptoms or signs.
Inhalation of desiccated yeast or infectious spores is the main route of C. neoformans infection in humans [9] ; therefore, the lungs are also susceptible to C. neoformans infection, which can be asymptomatic, or manifest cough and dyspnea, and even acute respiratory distress syndrome [10] . Isolated pulmonary infection is relatively common and its typical chest radiograph is lobar consolidation and occasional nodular infiltration [11] . Interestingly, this case presented bilateral GGO and thin-walled cavities without significant respiratory symptoms, even with the confirmation of pulmonary C. neoformans infection.
Primary cutaneous cryptococcosis can occur in both immunocompetent [11] and immunocompromised people [12, 13] . Only 10-15% of disseminated cryptococcal infection cases have cutaneous manifestations, and males seem to be more susceptible to cutaneous cryptococcosis [11] . Cryptococcosis skin lesions may show myriad different manifestations, including pustules, papules, nodules, or ulcers [14] . Cutaneous cryptococcosis is often misdiagnosed as carcinoma and other skin diseases due to its non-specific symptoms and signs [15] [16] [17] . Therefore, etiology or pathology detection is required for the definitive diagnosis of cutaneous cryptococcosis.
Conclusions
The clinical characteristics and the diagnostic procedure we discussed in this case will likely help clinicians in making a timely definitive diagnosis of this disease.
